ABSTRACT
healthcare professions such as the Emergency Care Practitioner (ECP) (Cooke 2006 , Mason et al 2007 . Overall, little data are is available on the potential costeffectiveness of providing alternative responses to low-priority ambulance calls or on the perceptions of patients and staff on quality of care when alternative services are implemented.
It is against this backdrop that Bedfordshire and Hertfordshire Ambulance and
Paramedic Service (now part of the East of England Ambulance Service NHS Trust) and Bedfordshire Heartlands Primary Care Trust, commissioned a research study to evaluate a pilot service whereby a nurse and paramedic were dispatched together in a fully equipped response car, to attend low-priority ambulance calls in a defined geographical area.
The aim of this intervention, involving interprofessional working between nurses and paramedics, was to treat patients at home where appropriate thus improving outcomes for patients through reducing the need for their transfer of patients to Accident and Emergency Departments (A&EEDs). Managers anticipated that the increased costs associated with inclusion of a nurse in the ambulance team would be off-set by savings made by reducing the number of patients conveyed to the EDA&E and subsequent reduction in hospital admissions.
It was believed that the acute care skills and knowledge of paramedics in dealing with acute situations combined with the community care skills of nursing staffthose of nurses in maintaining people in their own homes would enable more patients, who called an ambulance for non-life threatening conditionswith non-urgent conditions, to be fully assessed and treated on-scene. In preparation for their role within the ambulance service, nurses received training in advanced life support and wound suturing/gluing.
Traditionally, UK nurses have not had a role within the ambulance service, whereas other countries, such as Australia, US, Norway and Sweden, deploy nurses within the pre-hospital setting (Melby and Ryan 2005 , Suserud and Haljamäe 1997 , and research has shown that they can make a valuable contribution to patient care (Melby and Ryan 2005) .
The collaborative approach demonstrated in this pilot project is in line with UK government policy (Department of Health 2000a , 2000b which reflects an international policy-drive to promote interprofessional working in an attempt to meet increased healthcare demands and maximise patient outcomes (McPherson et al 2001, Mickan and Rodger 2005) .
Aims
The aims of the study were twofold;  to explore the experiences of staff and patients  to investigate the cost-effectiveness of the pilot service.
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This paper focuses on the experiences of staff and patients. The cost effectiveness evaluation health economic data are is reported elsewhere (Machen et al 2005) .
METHODS
Appropriate calls for the pilot service were identified through the Computer Aided Dispatch (CAD) system, or by referral from the standard service emergency ambulance crews if they assessed that the pilot service could provide a more appropriate response.
Both quantitative and qualitative methods were used to evaluate this innovation.
The ambulance trust sent out 256 questionnaires to a convenience sample of patients who were allocated a low-priority ambulance response; 128 to patients attended by the pilot service and 128 to patients in a different geographical area, who received the standard service. The questionnaires included two open-ended questions regarding patients' views of the service.
Completed questionnaires were returned directly to the research team and indicated whether participants were willing to be interviewed. Semi-structured interviews explored participants' experiences and perceptions of the service received.
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Two focus groups were conducted with staff; one at the start of the pilot project and one on completion. These gathered in-depth information about the service intervention. Participants included five nurses and six paramedics involved in the pilot service.
(See Table 1 for areas covered in the interview and focus group Topic Guides).
Ethics and Research Management and Governance approval were gained and written consent of participants obtained.
Data Analysis
Audio-taped interviews were transcribed and anonymised.
Analysis was undertaken using an interpretive approach (Denzin and Lincoln 1998). Qualitative data from the questionnaires were included in the analysis. Computer software (QSR N6 ® ) was utilised to assist in data management.
RESULTS
The response rate to the questionnaires was low:
-Pilot group: 27/128 questionnaires returned.
-Standard service group: 37/128 questionnaires returned.
The overall response rate was 25% despite an attempt to increase this by moving from an 'opt-in' approach, where patients were sent information about the study and invited to participate by returning a form, to an 'opt-out' approach, where 8 patients were sent the questionnaire directly. This amendment was approved by the Local Research Ethics Committee.
Nineteen people indicated on the completed questionnaires that they were willing to be interviewed but eight later withdrew, mainly due to frailty or poor memory.
Interviews were conducted with five participants in the pilot service and six in the standard service. The interviews lasted between 30-50 minutes and took place in patients' homes.
Of the 11 people interviewed (nine female, two male) nine were over 65 years 
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Three main themes emerged from the analysis of the patients' interview data and qualitative data from the questionnaires (summarised in Table 2 ).
Due to space limitations, the following section focuses on the first two sub- Table 3 ).
The present discussion will focus on the three categories of Moving Forward, Perceptions of Working Together and Education and Training Needs.
Moving forward
Staff discussed the types of calls attended during the pilot intervention.
Treatments given in the home were mostly wound dressings, suturing and catheter care.
Overall, staff felt confident in managing the calls. Their combined skills and knowledge enabled them to address the range of health needs of patients leading to very positive views of the pilot service, not only in terms of maintaining people at home and patient satisfaction, but also regarding high levels of job satisfaction. 
Perceptions of working together
Effective teamwork between the paramedics and nurses was regarded as facilitating the project. Historically, the ambulance service has been 'very much on the periphery of the health service' (Paramedic, Focus Group 1). The traditional ambulance crew response was to take people to hospital rather than treat or refer patients to other community services. This paramedic used the following metaphor to explain this lack of interagency working:
I think it's like the road-works analogy isn't it? If somebody comes along and digs a hole, the gas man does something, closes the hole, the electricity person comes along and digs the hole up, does his bit, closes the hole, you know what I mean? And that's basically how we work.
( When discussing how team working was managed one paramedic used the term a 'gentleman's agreement':
I think once you get the call-out… depending on the situation, the person with the best skills for that situation takes the lead… it's a gentleman's agreement isn't it?
(Paramedic, Focus Group 1) Differences in opinion were resolved through discussion and did not appear to have caused any major difficulties, although one district nurse spoke of 'sticking to her guns'. The research did not involve observation of decision-making and negotiations between professionals, thus identification of these processes are beyond the scope of this study.
Staff in this project found that one of the benefits of interprofessional working was learning from each other: However, caution is required in interpreting some of the findings because calls
were not randomised to the pilot or standard service groups and the small patient sample, due to a low response rate to the questionnaire, limiting ed the number of interviews. Also, the time-lag between the emergency call and undertaking the patients' interviews may have affected the recall of events for some participants.
In addition, pilot service group patients were not followed-up to assess whether their treatment was appropriate. Therefore, it is not we do not known whether/how many patients maintained at home were subsequently admitted to hospital. The questionnaire data revealed that one patient not conveyed to hospital had sustained a fractured femur.
Many of the issues raised by the staff in the focus groups are being addressed by UK government policies; for example, policy initiatives to blur the boundaries between professional roles, and the development of ECPs. These are enabling paramedics and nurses to extend their roles to meet patients' needs (Cooper et al 2004 , Cooke 2006 , Halter et al 2006 , Mason et al 2007 .
Overall, the pilot service generated positive experiences for all involved and demonstrated high levels of patient and staff satisfaction. Staff believed that Recommendations for practice and research are summarised in Table 4 .
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